INTRODUCTION
Cholecystoenteric f istula is a late complication of gallbladder disease due to repeated inf lammation and adhesive formation between the gallbladder and the bowel. [1] [2] [3] Fistula into the duodenum (75%) is the most common, followed by those into the colon (10-20%), stomach, jejunum, and abdominal wall. [2] [3] [4] Cholecystocolic fistula (CCF) is a rare disease with no specific symptoms. 1 Therefore, CCF is reported as rare as 0.06% to 0.14% during cholecystectomy. 4, 5 For this reason, if CCF such as pneumobilia is suspected in a patient with multiple gallbladder stones, a thorough radiological evaluation for definite diagnosis is required before treatment. 5, 6 We herein report a case of an incidentally discovered asymptomatic CCF that was preoperatively diagnosed and successfully managed using laparoscopic surgery.
CASE
A 56-year-old woman visited Daejeon Sun Hospital with indigestion that occurred 3 days before admission. At the performed and revealed common bile duct stones and a loss of contour of the gallbladder fundus. We also found that gallbladder fundus and intestinal lumen adjacent to it appeared as a tubular structure with high signal intensity.
These findings led us to the diagnosis of CCF (Fig. 1D ). We performed endoscopic retrograde cholangiopancreatography (ERCP) to remove the common bile duct stones, which were evident in the imaging findings. CCF was additionally diagnosed as a lumen with a yellow pus discharge in the proximal transverse colon on colonoscopy.
We confirmed that the discharge was constantly f lowing when washed with water (Fig. 2 ). An endoscopic biopsy showed that the protruding lesion of the fistula was an inf lammatory lesion. Laparoscopic exploration revealed that the gallbladder had severe adhesions to the omentum, duodenum, and colon. The gallbladder wall was so thin that even careful dissection would cause a severe tear.
Several gallbladder stones were present in the gallbladder, and the stones were embedded in the entire gallbladder lumen like a honeycomb. The adhesion around the gallbladder was carefully removed, and the site of the CCF was confirmed (Fig. 3) . Laparoscopic endoloop and hem-o-lok were used to ligate the fistula. The multiple gallstones embedded in the gallbladder were removed one by one using laparoscopic forceps. By using MRCP, abdominal CT, and colonoscopy, we conf irmed no ischemic change, hidden malignancy, and lymph node enlargement in the normal mucosa adjacent to the fistula. Therefore, we planned a laparoscopic operation, and successf ully performed laparoscopic cholecystectomy and fistulectomy.
After the cholecystectomy, diet was started on the third day after the operation, and the patient was discharged on the fifth day without postoperative complications. The resected specimens showed acute and chronic cholecystitis, empyema (Fig. 4) and the fistula tract on histopathological examination (Fig. 5 ).
DISCUSSION
Cholecystocolic fistula (CCF) is a rare disease. [1] [2] [3] CCF is due to repeated inflammation and adhesive formation between the gallbladder and the colon. 2, 4 The etiology of CCFs is diverse, including malignant tumors, trauma, postoperative complications, diverticular disease, and most frequently, complicated biliary lithiasis. 3, 7, 8 A sequence of events occurs in acute and chronic inflammation of many different causes, resulting in the inflammation of the adjacent colonic serosal surface and adhesion to the gallbladder. 1, 3, 6 The ischemic area in the wall of the ga l lbladder or colon becomes gangrenous, and the increased pressure within results in its contents penetrating its own necrotic wall at first and then the wall of the adjacent organs, forming a CCF. 9, 10 A spontaneous CCF comprises 10-20% of all biliary enteric fistulas. 3, 11, 12 Clinical symptoms of CCF include Occasionally, CCF operation without an accurate preoperative diagnosis can lead to a more complicated surgery and can cause surgeons to face more-difficult situations or endanger patients' lives.
5,13
The proper method of treatment is to perform cholecystectomy and to identify and alleviate the CCF. 4, 5 However, cholecystectomy is not always possible owing to technical difficulties and disease severity. 5 The specificity of this case is that the patient had a simple symptom of dyspepsia, but the postoperative histological findings showed severe inflammation such as gallbladder empyema and CCF. Generally, obstruction of the cystic duct causes the symptoms of chronic calculus cholecystitis.
However, in this patient, bile discharge through the CCF resolved the obstruction of the cystic duct and thus caused no symptoms. In our case, repeated chronic calculus cholecystitis resulted in increased pressure in the gallbladder, and ischemia and necrosis of the gallbladder wall.
If CCF is diagnosed preoperatively, early elective cholecystectomy and primary repair of the fistulous tract are recommended to avoid serious complications. Like our case, we diagnosed CCF before surgery and performed preoperative special care, including bowel preparation, colonoscopic evaluation, and biopsy and f istula site position detection. We report a case of asymptomatic CCF with severe inflammation that was successfully treated with laparoscopic surgery with accurate diagnosis before surgery.
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